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border of the kidney should be selected for incision in

nephrotomy. The advantages depending on the anatomical
arrangement of the blood-vessels within the kidney of an
incision along this border are considerable. Moreover,
through no other single incision can a complete examination
of the cavity and substance of the kidney be so conveniently
-made.

After removing a calculus from the renal pelvis, if the
- convex border has not been incised the interior of the
kidney should be palpated either through the opening or if
this be too small to admit the finger then by invaginating
the infundibulum. When the renal cavity is sacculated and
suppurating it should be freely irrigated with a hot weak
solution of Condy’s fluid, perchloride, or carbolic acid. In
a few instances the calyces have been found packed with a
putty-like mass of muco-pus, which was thoroughly cleared
out with the finger and little swabs of cotton-wool. In every
case a drainage-tube is inserted into the wound around the
kidney, but not into the kidney cavity itself. I prefer a tube
to iodoform gauze, which, by sucking up and retaining the
serum and blood, keeps the surfaces of the wound apart and
prevents immediate healing. In closing the parietal wound
I transfix the whole of the layers, skin, muscles, and fasciss,
with the same sutures carried by means of Hagedorn’s large
curved needles. I have for some considerable time abandoned
the use of buried sutures for the separate layers of muscles
and fasciae. The length of time required for convalescence
of course varies. In cases of simple nephrolithotomy
patients are often able to sit up on the eleventh or twelfth
day with their wounds :soundly healed, and many have
’returned to their homes between the second and third weeks
after the operation. Nephrectomy is frequently as rapidly
followed by complete recovery. When the kidney and the
perinephric tissues are much disorganised healing is apt to
take place for the most part by granulations and then four
or five weeks are required.

THE MANAGEMENT OF PATIENTS BEFORE
AND AFTER LAPAROTOMY.1

BY FREDERICK HOLME WIGGIN, M.D.,
VISITING GYN&AElig;COLOGIST TO THE NEW YORK HOSPITAL ; SURGEON TO

ST. ELIZABETH’S HOSPITAL ; THIRD VICE-PRESIDENT OF THE
AMERICAN MEDICAL ASSOCIATION, ETC.

IN the early days of the decade now drawing to a close it
was generally considered to be a fact that operations within 
tne abdominal cavity could only be performed with a reason-
able degree of safety to the patient when undertaken in
expensively constructed special rooms attached either to

public or private hospitals. But as time has gone on and
our knowledge of bacteriology has increased antiseptic
surgery has been gradually replaced by aseptic work, and we
have found, especially those of us whose fortune it has been
to perform operations of the class under consideration in
ordinary dwellings, that although the personal effort and

responsibility are increased, abdominal operations can be
performed with as little, if not less, danger to life in a
properly prepared room in the patient’s dwelling, as in the
best equipped modern hospital. This, coupled with the
fact that abdominal wounds are more frequently closed with-
out drainage and therefore allowed to heal under one dressing
than was formerly the case, seems to make it evident that the
time is not far distant, if indeed it has not already arrived,
when patients suffering from abdominal disorders will ordi-
varily prefer to be operated upon in their own homes rather
than to go among strangers in a strange land at this critical
time. Hence it will come to pass that the general practitioner
in the near future will more often have an important part to
play in the management of patients, both before and after
the performance of laparotomy, than has hitherto been
customary. On this account chiefly the discussion of this
important subject has seemed timely, for it is my belief,founded on a considerable experience, that the patient’s
welfare depends not only upon the technique of the opera-
tion itself being properly carried oat hat also upon the
successful management of many 8o-c’il!ed minor, and there-
fore neglected, details both before and after the operation.
1 A paper read before the Hartford Medical Society and the New

York Medico-Surgical Society at their January, 1898, meetings.

Yeara ago I, then under the pupilage of that great surgeon
Professor James R. Wood, learned that the most successful
surgeon was he who could best carry out not only the major’
but the minor details of his work; and this must be my
excuse, if one is needed, for the minuteness with which the
minor points of routine work are about to be gone into.

Preparation of the patient.-When the condition for which
the operation is to be undertaken is chronic, and all the
time desired can be had for the preparation of the patient
for the ordeal which he is to undergo, much can be done
which will not only diminish the risk about to be incurred
by him but which will ultimately hasten convalescence. In
such a case it is for the patient’s welfare that the hos-
pital where the operation is to be performed should be
reached, or the trained nurse employed if the patient
is to remain at home, at least one week prior to the date
fixed upon for the operation. This allows the individual to
become accustomed to the attendants or the environment,,
which is of undoubted importance, as it tends to lessen the
dread and nervous tension, both of which are great in such
a crisis even under the best of circumstances. Daring this.
week the sufferer should be encouraged to spend the greater
part of the time in bed for the purpose of getting thoroughly
rested, as patients too often come under operation physi-
cally exhausted. During this period massage may be
employed to advantage in lieu of physical exertion as it

improves the circulation, promotes digestion and the general
bodily welfare. As far as is compatible with a healthy
mental condition, visitors and friends should be egcluded. -
A daily record of the patient’a bodily temperature, pulse,
and respirations should be kept. An examination of the -
heart and lungs and a final analysis of the urine should be
made at this time. As it is of great importance that the
intestinal canal should be thoroughly collapsed at the time of
operation, careful attention should be paid to unloading and
emptying the bowels as well as to getting the digestive
organs in good working order. This is best accomplished.
by giving early in the week several small doses of calomel
and soda daily for three days. There are to be followed each
morning by a saline, and this, in turn, on each of three sue-

(3 to 4 quarts of saline solution, 1 drachm to the quart). The
rectum should be finally washed out with a pint of the same
solution six hours before the performance of the operation.
The large enema just alluded to is best given with the patient
lying on the left side, a fountain syringe being used for this
purpose the reservoir of which should not be elevated more
than 3 ft. above the patient’s body. A bulb syringe
should not be used for this purpose, for in the first place it.
injects the fluid irregularly and with too much force and
consequently only a small quantity can be employed; in the-
second place it is apt, if carelessly used, to permit the
entrance of air into the bowel. An extreme instance of this
sort came under my observation some years since. A nurse

having been directed to give a patient an enema undertook
to force fluid contained in a pitcher into the gut by means
of a bulb syringe. She worked away vigorously for a time,
directing all her attention to the patient, who complained
bitterly, but she failed to notice until it was too late that
the distal extremity of the tube had escaped from the

liquid and the patient’s abdomen was greatly over - dis-
tended. The family physician was hastily summoned and
with some difficulty relieved the patient from a very
severe attack of wind colic. The water for the enema
should have a temperature of 100&deg; F., and should be
introduced into the canal slowly, being frequently inter-
mitted as the patient complains of a feeling of distension or
of intestinal colic. Both of these sensations pass off with
the cessation of the flow and by persevering in this way
three or four quarts of saline solution can usually be intro-
duced into the colon in the course of half an hour with but
slight discomfort to the patient. The patient should be
encouraged to retain the fluid for another fifteen minutes
before it is allowed to escape. The administration of these
enemata should be supervised by the physician, as the nurse
seldom knows how to accomplish the introduction of the
desired quantity of fluid into the intestinal tract, or if she
has the knowledge and experience she has not sufficient
authority over the patient to effect the desired result. I
have often been told by nurses entrusted with this duty that
they have given the enema of four quarts not as ordered but
in divided doses, thinking probably that as " twice two
equals four " they had performed their duty in a satisfactory
manner. It is this misunderstanding that so often causes the
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patient’s bowels to act on the operating table, not only to
the great discomfort of the surgeon and his assistants, but
frequently, when the operation is about the vagina, en-
dangering the patient’s life.
The course indicated for cleaning and emptying the

intestinal tract has proved in my experience to be a much
more satisfactory one than that generally employed-i.e.,
the administration of a single large dose of calomel the
evening previous to the day set for the operation and
followed in the morning by a saline and a small enema. The
latter method usually fails to properly empty the colon,
but succeeds, as has been already said, in causing several
movements after the patient has been placed under the
anaesthetic and on the operating. table.
The patient’s diet during this week of preparation should

be of an easily digestible nature, and he should be
encouraged to partake freely of fluids for the purpose of
restoring the normal quantity of fluid in the body. If
needed cardiac stimulants should also be given. Hot baths
(110&deg;) of ten minutes’ duration should be given daily, not
only for cleansing purposes but to promote the secretions of
the skin and kidneys. Special attention should be paid to
the navel and pubic region, which should, if practicable, be
shaved on the day’previous to that fixed upon for the

operation, otherwise it must be done after the patient has
been placed under the an&aelig;sthetic. If the individual is a
female the time of the operation should be, when possible,
arranged for a date a few days after the cessation of the
menstrual flow and a vaginal douche should be given con-
sisting of boric acid and followed by one of formalin

(t per cent.) or of bichloride, 1 to 4000. It is well during
these days preceding the operation to give the patient a
mild hypnotic every other night. I have found a combina-
tion of sulfonal and chloralamid to answer the purpose.
This hypnotic should be always given on the last night of
the period under consideration.
The patient’s skin covering the abdomen should be

prepared for the surgeon by thoroughly cleansing it,
applying a soap poultice for two hours over the site of the
proposed incision and then replacing it by a compress
moistened in weak bichloride solution. This compress is
allowed to remain until the patient is placed on the operating
table. These final preparations can be made the evening
before if the operation is to be performed at an early hour
in the morning or in the morning if an afternoon hour has 
been decided upon. It is wise to fix upon as early an hour 
of the day as practicable, as the patient in this case has less
time in which to become exhausted from want of food or

restless or nervous from the dread of what is to come. It
is of great importance that once the hour has been
determined there should be no postponement, as I have seen
patients almost collapse under the extra nervous strain
entailed by half an hour’s delay.

If the operation is to be performed at an early morning
hour-i.e., 8 A.M.-the patient should be given a peptonised
milk mnnnh at 11 o’clock the previous n.-.n...,...a,..rl iR i,nmilk punch at 11 o’clock the previous evening, and if he
awakens at 5 or 6 A.M. 1 oz. of liquid beef peptonoids may
be given, but nothing more. It has been my experience
that a small amount (1 oz.) of stimulating and con-

centrated food administered about two hours prior to the
taking of the anaesthetic diminishes the liability to heart
failure and also lessens the nausea and vomiting which
frequently follow the return to consciousness. If an after-
noon hour has been decided upon another peptonised milk
punch may be given the patient when he awakes and
1 oz. of liquid beef peptonoids at 11 A.M. If the case is
of an acute character and an immediate operation is
demanded little more can be done than to cleanse the skin
in the manner already described and douching out the

vagina if the patient is a female. A stimulant should be
administered if the pulse is feeble or if the patient is

suffering from collapse due to intestinal perforation. In this
condition if the patient does not respond to the stimulants
the operation should not be performed as it will prove of
no avail. If, on the other hand, the patient rallies the
operation should be done with as little delay as is prac-
ticable, but even in those cases it should not be forgotten,
as Dr. Abb6 has pointed out, that if we would have our
work come to a successful issue we must have good light,
good assistants, and proper facilities for intra-abdominal
irrigation.

If the operation is to be performed in a private residence,
a room with a north light should be preferably selected.
Its furniture should be removed at least twenty-four hours 

lefore the room is to be used. After it has been thoroughly
:leansed, the windows should be left wide open f o-z two or
hree hours, then closed, and the woodwork wiped over with.
>ichloride solution, 1 to 1000. The floor should be liberally
prinkled with a similar solution. A table, 20 in. wide by
10 in. high, and varying in length according to circum-
tances, will be needed, as well as several smaller tables or-
;tands, a few wooden-bottomed chairs, several large pitchers,
’our or five basins, several meat-platters, and a receptacle (a.
ish-kettle) for sterilising the surgeon’s instruments. Alls
ihese articles should be cleaned and washed over with
bichloride solution before being placed in the operating-
room. The room should be closed after all the articles have-
been placed in it, and should remain so until needed. A,,,
iozen towels, sterilised by boiling or by steaming in a.

steriliser, and several gallons of cold and hot water, sterilised
by boiling, complete the arrangements to be made before the-
arrival of the surgeon, who usually provides instruments,
ligatures, suture materials, and dressings. For emergency
operations it is best to make no attempt to clean the room,
but the floor should be covered with a sheet wet with,
bichloride solution. This avoids vitiating the air of the
room with dust-a thing greatly dreaded by the surgeon.
The patient should be so clad for the operation as to

reduce to a minimum the bodily exposure. The clothing:
should consist of a warm undershirt, drawers and stockings,
the two last-named often being made in one piece. The
an&aelig;sthetic should be administered to the patient before he.
is brought into the operating-room. If the ansesthetic to be,
employed is ether it is advisable to administer hypo-
dermically 1/8 gr. of morphia and -, 0 I gr. of atropia, half
an hour before the induction of the narcosis, as this tends to
diminish bronchial secretion and materially lessens the
amount of ether to be given. If, for the administration of
the ether, a closed inhaler is used of the Clover type, and:
the gauze contents are saturated with the fluid at the start,,
and the mouthpiece is rapidly brought down over the-

patient’s nose and chin, so as to exclude the air, the anses-
thetic state will be quickly induced, and there will seldom be
a stage of excitement. It is a fact that patients can be
rendered unconscious and kept in this condition for an hour
with only 4 oz. of ether, and for the second hour with only
2 oz. additional. After the patient has been placed under
the influence of the anaesthetic agent and put upon the

operating table, on which sterilised blankets have been,

placed in such a manner as to admit of their being
folded over the patient’s chest and lower limbs, leaving
only the abdomen exposed, the bichloride compress
previously alluded to is removed and the skin is finally
scrubbed with hot water and tincture of green soap. The

pubic region should receive special attention. This scrubbing.
is to be followed by irrigation with sterilised water, ether,
and alcohol. If the patient is a female it should be the rule
 &laquo;1T- - t&mdash;&mdash;. 1........4. :......4.....7 ....(11to cleanse the vagina in the same manner, but instead of’
scrubbing the tissues with a brush it is better to use a piece
of gauze held in the jaws of a sponge-holder as the brush,
tends to excoriate the tissues and thereby increases the
danger of septic infection.
While the technique of abdominal operations is not within

the scope of this paper I ask leave to say that for a long,
time past I have been in the habit of entering the abdominal
cavity by means of an incision through either the left or
right rectus muscle as the case required, the muscle being
simply split and not divided. This incision heals readily and
there appears to be little danger of ventral hernia provided
the edges of the fascia are approximated. The appendix can
be readily reached and removed through the incision over
the right rectus muscle. Not long since I removed the
greater portion of a long and adherent appendix through an
incision made over the left rectus muscle for the purpose of
removing the left ovary. Of course this last incision is not
recommended for the removal of the appendix. Before closing
the wound in the abdominal wall it has been my custom in
most instances, notably in those cases where the formation
of adhesions between the viscera was undesirable, to leave
behind in the general cavity a considerable quantity of’
so-called normal salt solution (2 a drachm to the pint) at;
a temperature of 110&deg;, after irrigating the cavity freely
with the same solution. This not only, in my opinion, tends
to prevent the formation of intestinal adhesions, but also.
serves to stimulate the patient, who generally leaves the
table in good condition and with a warm, moist skin. The

edges of the wound are approximated by means of a single
row of silkworm gut sutures which pass through all the
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different layers of tissues. I have gradually learned that
theee deep sutures should be placed at least 1 in. apart
and loosely tied so as to allow for the swelling of the parts,
which is considerable and varies in amount with the thick-
ness of the wall. The interference with the circulation by
means of these deep sutures when placed too closely together
and tied so as to approximate the edges of the skin accu-
rately is, I believe, a more frequent cause of stitch abscess
than is infection. After the deep sutures have been tied,
as indicated, the edges of the skin should be accurately
adjusted by means of a buried running suture of silk-
worm gut or by a continuous suture of catgut. While the
operation is progressing the ansesthetiaer, who should be an
experienced physician, should watch the patient constantly
and pay no attention to the operator. As soon as the reflexes
have disappeared he should raise the inhaler from the
patient’s face to replace it as soon as they return. In this
way the patient inhales the minimum amount of ether and
carbonic acid gas. As soon as the pulse increases twenty or
thirty beats a minute a stimulating hypodermic injection of
strychnia should be administered and repeated as needed
from time to time until -12- gr. has been given. To this may
be added 1/100gr. of nitroglycerine every fifteen minutes. If
in spite of these stimulating injections the pulse exceeds 150
beats per minute it is well to open either the right or left
median cephalic vein and introduce into the circulation one
to two pints of saline solution at 100&deg;. This solution should
be made ready in advance. For giving such an injection a
simple apparatus, consisting of a rubber tube with a funnel
at one end and a blunt hollow needle at the other, is all that
is requisite.

After-treatment.-The operation having been completed,
the wound dusted over with acetanilide powder, and the
usual dressings applied, the patient should be returned to his
bed, being placed directly within the folds of a blanket and
surrounded, if necessary, with hot water bags or bottles.
’Care should be taken lest they be overheated and so blister
the still partially unconscious patient. This warning is given
because it is not at all uncommon, when the matter is left
entirely to the nurse, for the patient to receive one or more
severe burns from this cause. When a quantity of hot saline
solution, already alluded to, is allowed to remain in the
abdominal cavity, the patient generally leaves the operating
table in good condition and with a warm, moist skin. If the
patient’s pulse is weak and rapid it is wise to raise the foot
of the bed somewhat and soon after consciousness has been
fully regained to administer 1/8 gr. of morphia and 1/100gr. of
atropia to quiet the patient and combat shock. There is,
however, usually very little shock unless there has been
much blood lost during the operation. After this one dose
the use of morphia should be discontinued, as it deranges the
digestive system and obscures the various symptoms. It is
not necessary to keep the patient in one position during the
first three or four days. In a recent hospital case this was
well demonstrated by the fact that although the patient fell
out of bed the night following the operation convalescence
was smooth and uneventful.

During the first twelve or eighteen hours following the
operation the patient should not be allowed anything by the
mouth except a little warm water from time to time. If
ether has been administered intelligently in small quantities
and in the manner previously described there will generally
be little or no vomiting or nausea and when it does occur it
’can be overcome by the external application of chloroform to
’the epigastrium. If the demand for fluids is urgent, which
’is seldom the case where the saline solution is left in
the general cavity, it is due to gastric irritation and can
usually be successfully combated by two or three large
,doses of subnitrate of bismuth. The patient should during
these early hours of convalescence be stimulated and
nourished, if necessary, by means of enemata, unless the
’operation has involved the breaking up of extensive and
firm adhesions in the pelvic cavity, in which case a weak
,place in the bowel may be ruptured and the enema and f&aelig;cal
contents of the lower bowel be forced into the general
peritoneal cavity. This accident has occurred twice in the
past two years in my practice. After the passing of the
’first twelve or eighteen hours, if the patient is not suffering
from nausea or vomiting and the pulse-rate is much the same
as before the operation, a drachm of liquid beef peptonoids
’or of some other similar preparation may be given and
repeated, if well borne, every twenty minutes until four doses
’have been taken, when, after an interval of two hours, a
;small quantity of equal parts of milk and lime-water or of

peptonised milk may be given from time to time until 4 oz.
have been taken. After this there should be an interval
of two hours, and then 2 oz. of liquid beef peptonoids may
be administered. After another interval of two hours 4 oz.
of peptonised milk may again be given. The quantity
of milk should be gradually increased and the interval
lengthened until the patient takes 8 oz., or its equivalent,
every three hours, but once during the twenty-four
hours the interval should be lengthened to six hours.
The general tendency is to give too small quantities
of nourishment at too frequent intervals, which fatigues
the stomach and is apt to cause irritability of this organ
and to engender a disgust for food. During the interval,
if the patient desires more liquid, egg-albumen and
water (the whites of three eggs to a pint of water to which
a little salt has been added) may be allowed him frequently.
During the first forty-eight hours following the operation, if
the patient is disturbed by reason of intestinal gas, great
relief is often afforded by the introduction through the
sphincter ani of a short rectal tube, or even the nozzle of a
fountain syringe. Some time since I performed a laparotomy
upon an out-of-town patient and left her the following
morning in the care of her physician, whose experience in
abdominal cases after operation was limited. A few hours
later the woman began to complain of severe abdominal

pains and distension. The medical man was summoned and
after examination he diagnosed the condition as sympto-
matic of peritonitis. Fortunately, instead of giving morphia,
a brother physician who had had more experience in the care
of such cases was called in. After examining the patient
the latter inserted the rectal tube of a fountain syringe
into the bowel and was rewarded by a rush of escap-
ing gas. The abdominal distension and pain quickly
disappeared, and in thirty minutes from the time the
tube was introduced the patient was sleeping quietly.
If this simple procedure proves inadequate friction may be
applied over and along the colon, as has been recently
mentioned by Dr. A. E. Gallant. This complication, how-
ever, will seldom arise if during the week preceding the
operation proper attention is paid to clearing out the intes-
tinal contents. If the patient continues to do well and
retains nourishment and the intestinal canal has been well
emptied no cathartic need be administered until the third or
fourth day when iagr. of calomel and 1 gr. of soda should
be given every half hour for five hours. If the bowels do not
act within three hours after all the calomel has been taken
a seidlitz powder should be administered and repeated after
another interval of three hours. After the bowels have
moved, if all has gone well, the pulse-rate will be much as
it was prior to the operation, and by the evening of the
fourth day the body temperature should be normal, in which
case the patient may be rapidly allowed to resume ordinary
diet.
The dressings should be removed on the fifth day, and if

the sutures are beginning to cut the tissues they should be
removed and the wound supported by strips of adhesive
plaster; otherwise they should be allowed to remain a few
days longer. The dressings having been removed the wound
should be washed with hydrozone and bichloride solution
and freshly dusted with acetanilide powder before they are
replaced. Before the sutures are removed the wound and its

surroundings should be thoroughly cleansed. A suture is
then picked up at one side by means of a pair of thumb
forceps and the skin at the angle is depressed by the flat
surface of a pair of scissors, the blades of which straddle
the strand of gut, which is then cut through. The object
of this manoeuvre is to cut the portion of suture which has
been buried in the tissues and which is therefore clean, so
that in dragging the gut through the deeper tissues and the
peritoneal cavity the danger of infection will be reduced to
a minimum. The patient should remain in bed for about
eighteen days, and may then be allowed to sit up and soon
thereafter to walk about and resume his ordinary occupation.

Complications.-The complications which may be en-

countered during the period of convalescence and which
change this ordinarily peaceful period into a more or less
stormy and anxious one for both the patient and the
physician, taxing the latter’s ability to the utmost, occur in
the following order : concealed h&aelig;morrhage, peritonitis, in-
testinal paresis, intestinal obstruction and stitch abscesses.
The occurrence of concealed h&aelig;morrhage, which fortu-

nately at present seldom happens, especially when the
vessels are tied with catgut taken directly from alcohol in
which it is preserved, maaifests itself during the first



1176

twenty-four hours by a rapidly rising pulse, decreased in o

volume, and accompanied by a falling body temperature, tl
dilatation of the pupils, and a clammy perspiration. When p
this condition is followed by a rapid rise of body temperature 14
to 103&deg; F. or over, dissolution is imminent. As soon as this
complication is recognised an intravenous injection of saline t
solution should be given and the patient ilhould be stimu- a

lated by hypodermic injections of ether, whisky, strychnia, T
.or digitalis, and if there is a reasonable response the a

abdomen should be at once opened and the bleeding point t
searched for and secured; otherwise the operation would t

prove useless and would only be an ante-mortem instead I
of a post-mortem examination. The decision as to the t
occurrence of haemorrhage and the necessity of reopening (

the peritoneal cavity should be made with great delibera- s

tion, as the unnecessary performance of this operation may i

seriously endanger the life of the patient. i
The onset of peritonitis is indicated by a gradual but (

persistent rise of pulse beginning on the second or third day,
intestinal distension, and rigidity of the abdominal muscles, 1
whether accompanied by elevation of body temperature or 
not. If the pulse-rate rises and remains in spite of our 
efforts above 120 per minute the outlook is generally un-
favourable. As soon as this tendency of the pulse to
increase in frequency after the first day is recognised an
effort should be made to move the bowels by the administra-
tion of calomel followed by a saline. If this does not act
in a reasonable time another dose of calomel should be given,
followed after an interval of several hours by another saline.
A stimulating enema of 7 oz. of a saturated solution
of sulphate of magnesia and one ounce of glycerine is often
very effective. If the bowels act freely the patient is

generally safe, but if the symptoms persist instead of sub-
siding the stitches should be removed from the abdo-
minal wound, the cavity freely irrigated and its contents
cleansed in the manner recommended by Finney.
The advent of intestinal paresis is marked on the seccnd

or third day by distension of the abdomen and the occurrence
of more or less persistent vomiting, the contents of the
stomach being ejected without nausea and the fluid being at
,first of a yellowish and later of a brownish colour, but
not having a faecal odour. As the colour of this fluid
darkens the prognoaia becomes less and less favourable.
It is well to bear in mind that vomiting resulting from
the administration of the an&aelig;sthetic subsides usually
-during the first twenty-four hours, but that it may follow
the administration of morphia. When the diagnosis of
intestinal paresis has been made the stomach should
be washed out and salines given at frequent intervals
until the bowels act, even if the saline be partially ejected
by the patient. My efforts have been crowned with success
in more than one instance by the persistent administration of
salines after the patient’a condition had seemed hopeless.
The stimulating enema already alluded to should be given
and friction should be applied over the colon. If the bowels
act the patient usually has no further trouble.

Intestinal obstruction, which fortunately has seldom or

never occurred in those cases in which the writer has left
saline solution in the general cavity, is differentiated from
intestinal paresis by the pain over the site of the obstruction
and more persistent vomiting accompanied by nausea, the
vomited matter having sooner or later a f&aelig;cal odour. This
condition should be treated as soon as recognised by
re-opening the abdominal cavity and finding and freeing the
constricted portion of gut.

Stitch abscesses usually announce themselves by the
occurrence of a rise of body temperature towards the close
of the fourth or fifth day and should be treated by the
application of hydroz)ne and the removal of the sutures.
The opening in the skin should, if necessary, be enlarged to
allow of the free evacuation of the pus.
While the various symptoms described have individually

to be considered and their meaning weighed they also
,have to be considered collectively and in judging of the

gravity of the patient’s condition the facial expression is of
great value to thofe who have had experience. A depressed
and anxious countenance generally denotes a grave condition,
while a cheerful one, even if accompanied by an elevation
of pulse and temperature, indicates that the condition is not
serious. The physician charged with thA care of a patient
upon whom a laparotomy has been peiformed should not
think too constantly of peritonitis-tbat bugbear of all who
have had little experience with abdominal work-and con-
sequently feed the patient upon salines rather than with milk

or sonp. On more than one occasion the writer has known
this fear to be the father of the thought, and either the
patient’s life to be sacrificed or convalescence to be need-
lessly prolonged by this error in judgment.

In closing this paper, it is my desire to again call atten-
tion to the points which I think of importance, and which,
as they are considered minor ones, are often overlooked.
They are as follows :-1. The importance, whenever practic-
able, of prolonged preparatory treatment of patients about
to undergo an abdominal operation. 2. The importance of
the administration of cathartics in the early part of this
period, followed by large enemas for the purpose of cleansing
the intestinal tract. 3. The importance of keeping a record
of the body temperature, respirations, and pulse-rate for
several days in advance of the operation and of making a
final examination of the urine. 4. The necessity, in the
female, of arranging to have the operation performed a few
days after the menstrual period and the cleansing of the
vagina even when it is intended that the operation shall be
by the abdominal route only. 5. The administration of a.

small quantity of pepteniked food (1 oz.) containing
stimulants two hours before giving the an&aelig;sthetic for the
purpose of lessening the tendency to nausea and vomiting
after the recovery of consciousness. 6. The necessity of
the ar aesthetic being given by an experienced physician and
in the smallest possible quantity. 7. The necessity of
protecting the patient’s body properly with clothing and
blankets during the operation. 8. The advantage of
stimulating the patient before the heart has become much
exhausted and of using intravenous saline injec*
tions before the radial pulse has become extinct. 9. The
leaving in the abdominal cavity after free irrigation of
a quantity of hot saline solution for the purpose of stimulat-
ing the patient, preventing (7) the formation of intestinal
adhesions, and lessening the danger of septic infection of the
peritoneum. 10. The necessity of making the patient com-
fortable by change of position during the first two days of
convalescence and by the use of the rectal tube. 11. Th
necessity for the early administration of food in reasonable
quantities and at proper intervals. 12. The necessity of
withholding stimulating enemata after operations in which
extensive and firm pelvic adhesions have been broken up.
13. The necessity for deliberation as to the wisdom of

re-opening the peritoneal cavity in a given case of supposed
concealed hemorrhage. 14. The importance of washing out
the stomach as soon as the diagnosis of intestinal paresis is
made and of the persistent use of saline cathartics till the
bowels move. 15 The importance of not administering
cathartics too early or in too large doses to those con-
valescing from abdominal operations and who are pursuing
a normal course.
New York.

A CASE OF ICTERUS GRAVIS.
BY EDWARD O. DALY, M.D.OXON.,

PHYSICIAN TO THE HULL ROYAL INFIRMARY.

UNDER the term " icterus gravis " cases of jaundice occa-
sionally occur, either in endemic or epidemic form, which
usually prove very rapidly fatal. These cases closely re-
semble those of acute yellow atrophy and are therefore
probably due to a very similar poison.
A woman, aged twenty-six years, married five years, the

mother of two children, had not been in good health for
some months. The catamenia had been irregular and pain
had been complained of both in body and limbs from time to
time since her last confinement in 1894. On Feb. 7th last
she appeared to be in her usual health but the next morning,
although not feeling well, she kept an appointment at her
dressmaker’s, when she was attacked with faintness, shiver-
ing, and vomiting. After her return home she vomited
several times and the bowels acted freely once. Dr. Coates
of Patrington (her usual medical attendant) saw her in
the evening and ascertaining that there had been some
uterine h&aelig;morrhage (after two or three months’ amenor-
rh&oelig;a), and finding some enlargement of the uteruel,
thought a miscarriage was threatening. He visited her
again the next day (Feb. 9-,h) at noon and finding her
flushed, with congested conjunctive, a temperature of

102&deg; F., and a pulse of 120, and hearing that she had
vomited several times during the night, he suggested


